Children aged 6-12 years are usually seen in primary care with an adult carer. It is a government and professional priority for doctors to try and involve these children in their medical consultations.
INTRODUCTION
The Institute of Public Policy Research has published a code of conduct in which children in partnership with their parents and health professionals can participate in decision making during their own medical consultations. A convincing evidenced based argument is presented, that children over the age of 5 years should be presumed competent to be involved in their own healthcare choices. 1 Children in this age group are often capable of complex tasks such as playing chess or complicated homework.
The British Medical Association recommends that good practice for health professionals entails encouraging a child patient to express their views and participate in their health care. 2 The National Service Framework for children puts the child at the centre of their care and states that: the child and parent should be actively involved in decisions made about the child's health, facilitated by appropriate information; that a child's consent where required should be sought, and also adds a reminder that it is difficult for a child to communicate about abusive experiences if they have had them. 3 These policy directives assume that a child should have some involvement when he or she is the patient in the primary care consultation.
Qualitative studies commissioned by the Health Education Board for Scotland found that primary school children were both aware of, and understood, current health issues. These children were receptive to health messages such as the value of a healthy diet, exercise, and not smoking. 4 Further evidence of the benefit of children's active involvement in their health care comes from a randomised controlled trial where children aged 8-12 years with asthma were included in a selfmanagement programme. In the intervention group, games were used to teach children to recognise their symptoms and manage their illness. These children's asthma significantly improved compared with the control group. 5 It has been suggested that guiding a child towards autonomy in managing their own health problem is practical: by school age children are spending increasing time away from their parents and may have to manage their own medication. 6 When asked, some children indicate that they do not feel involved in their medical care and would like more say. 7 At the older end of this age range there may be occasions when it is appropriate for the consultation to be held entirely with the child alone, if they are competent, and to do so is in their best interest. 8 However, children aged 6-12 years are almost always seen with an adult carer and the consultations are triadic. 9 It is known that children are not always treated as active participants in their medical encounters. For example, in a seminal research study on doctor-patient communication, which took place in a paediatric emergency clinic, the researchers stated that the patient in 'paediatrics' refers to the patient's parent. 10 The child was similarly ignored in a major contribution to research on medical interaction, which produced a detailed analysis of 1020 paediatric encounters. The author explained in his report of the study why children did not feature. These studies were conducted decades ago. Now there is more interest in children's active participation in medical consultations. 12 Strides are being taken to develop means whereby children can evaluate their doctors, and where the children's opinion of their medical consultations matter. 13 Consultation skills teaching has been shown to be an effective means of improving a doctor's skills at consulting.
14 Specific training in consultation skills for paediatric encounters has been advocated. 15 There are many examples of anecdotal writings where authors describe paediatric consultations and give advice on how a clinician should proceed. 16, 17 This study was carried out to discover more about the paediatric consultations based on research evidence. A literature search was conducted to ascertain the amount and type of involvement children in the 6-12 year age group have in their primary care consultations when the consultation was held with a child, a GP, and an adult.
METHOD

Search strategy
The search was very broad because the words used to describe a child's part in the communication in medical consultations are general and appear in abstracts and keyword selection unrelated to the topic of this review. The procedure for finding eligible studies included searching the following databases, (search date 6 December 2006); MEDLINE, CINAHL, EMBASE, ERIC, the Cochrane library, PsychINFO, Web of Science, and Wilson's Social Science abstracts.
The keywords used for the search are shown in Box 1. These were entered into the electronic databases for searches and the strategy was adapted appropriately for the different databases.
Methodological filters were not used. Results from the searches were manually searched to select possible studies for inclusion and this resulting list was then examined in more detail. Full text papers were looked at when appropriate. The search in PsychINFO and the Web of Science was adapted in line with the requirements of the database, keywords used were 'communication,' 'doctor,' and 'children'.
The Cochrane Library was searched using the medical subject headings (Mesh) terms,
How this fits in
There is evidence that if children directly participate in their health care it is beneficial for them. Children over 5 years old should be presumed competent to be involved in healthcare decisions concerning them, in partnership with their adult carer and/or parent and health professionals. This review demonstrates that pre-adolescent children have little meaningful involvement in their primary care consultations.
Selection process
For inclusion the papers had to be relevant to communication with children in the primary care consultation but could also extend to settings outside primary care. The papers were required to mention all three members of the triad: adult, doctor and the child, and to report research on communication in this triad. Published and unpublished work was considered. Excluded were papers referring to children outside the 6-12-years age group, non-medical settings, or settings that were not considered relevant to primary care in the UK. There was no language restriction imposed when doing the searches. This review was initially undertaken prior to, and as part of, a study conducted investigating communication in the primary care paediatric consultation which is reported elsewhere in this journal. 18 The results of this study are included in this review and discussed in detail in the article reporting the study.
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Data extraction and analysis
One reviewer conducted the search, selected the studies for inclusion, and extracted data, while a second reviewer checked and validated this. The reviewers discussed the appropriateness of the studies included and any disagreement was resolved by discussion.
There was no specific requirement for methodological type or rigour of studies to be included.
The studies found were very heterogeneous and meta-analysis was not applicable. A narrative and tabular summary of the results was made.
RESULTS
Search results
The results of the searches are presented in the flow chart in Figure 1 . In total, 21 studies were included in this review. The final 21 studies are tabulated in Tables 1 and 2. (Table 1 for those set in primary care, and Table 2 , for those set outside primary care).
Description of the studies
Eight studies were found that discussed triadic communication in the paediatric primary care consultation as described in Table 1. 18-25 Thirteen papers on the paediatric triadic consultation in settings outside primary care, which met the criteria for inclusion, were found as shown in Table 2 . [26] [27] [28] [29] [30] [31] [32] [33] [34] [35] [36] [37] [38] They are diverse in terms of the methodology used to evaluate the consultations, settings, and study designs. Eleven quantitative studies, nine qualitative studies, and one literature review of triadic paediatric consultation were found. The studies came from a variety of countries including the Netherlands, Sweden, the US, Italy, and the UK. Quantitative observational study of 106 Turn allocation was examined. Children General practice, video recordings of paediatric consultations had 9.4% of turns. GPs tended to take The Netherlands from an archived collection child's age into account but parents did not.
Eminson et al 22 Quantitative study using a triadic scale The GPs scored high at involving the General practice, UK.
developed for the study to rate 66 GP child in the history and early stages of consultations for involving the child in the consultation prior to the teaching. the consultation, before and after a But after the teaching package, were teaching package was administered better at involving the child in the later on triadic consultation skills parts of the consultation than before the training.
Tates et al a23
Qualitative study analysing 106 videotapes of paediatric A child being invited to begin the consultation General practice, consultations, from an achieved source. increased their involvement in problem The Netherlands
The participants' roles and identities were analysed formulation. All three participants jointly establish a situation where the consultations end up with the parent speaking for the child, this being a social co-construction where the norm is parents speaking for children. 32 At the time the study took place, authors found only three papers that were actually about triadic consultations with a doctor, child, and parent. This review was conducted to find studies on triadic paediatric consultations relevant to primary care. A paucity of research was identified on communication in paediatric consultations where the children's role in their own consultation is considered.
The quantitative amount of the child's involvement
Studies that quantify the percentage involvement of the child in their consultations estimate this to be from 3% to 14.2%. [18] [19] [20] [21] 24, 26, 29, 31, 36 These studies use different methods to reach these estimates and so are not directly comparable with one another. However, they do show that the child has a limited quantifiable involvement in their own consultation. In addition, these studies suggest that the child's involvement is not really meaningful.
Limited meaningful child involvement in these consultations
Some of the studies indicate that in terms of speaking, the children are mostly involved in their consultations in the form of social talk with the doctors. Although it has been shown that children can be involved in some of the business or instrumental behaviour in the consultation, 24 Tates et al demonstrated that when children are participants in this way, doctor-child exchange is nearly always in the form of the child being an information giver and cooperating with the examination. 24 Nova et al's study also showed that the child had limited quantifiable involvement in the consultation, but they found that the child participants express their subjective experience of their illness, which may be ignored. 38 Towards the end of the consultation, the child is much less likely to have any involvement in the planning and decision making. This part takes place between the adults, with this distribution of child involvement seen in all the studies that reported this information. 19, 21, [23] [24] [25] [26] 31, 36 When a child was asked to present the problem for attendance, one of the studies suggested that this gave a child more opportunity to go on to have some participation in the latter part of the consultation. 23 It has also been shown that if the doctor and child start talking together at the outset of the consultation without the adult carer having had their concerns expressed, this is likely to result in the adult interrupting doctor-child talk. 18 However, it has also been shown that, even when prompted by the doctor, children do not generally present the problem themselves.
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Research exploring why the child has limited involvement
Some of the studies have attempted to discover reasons for limited child involvement in medical consultations.
Aronsson and Rundström demonstrated how rules of politeness affect the doctor's behaviour in paediatric consultations. 30 They found that triadic paediatric consultations are governed by politeness conventions; which suggests that doctors do not want to offend parents or challenge parental authority. 30 In another analysis, the same authors illustrated how the doctor, who has institutional power, is in a position to invite a participant to speak and to allocate turns in the consultation. 29 The adults, who in this study were the parents, have ultimate authority and executive power over the child. This research suggested that many parents act as self-appointed cultural brokers or translators for the child, and that the child is subordinate to both adults. 29 Young et al also looked at the triadic consultation and found, as Aronsson and Rundström did, 29 that parents acted in an executive-like capacity and managed information given to their children. 35 Their work involved interviewing children attending an oncology clinic, and some of these children's parents. The aim was to discover more about the parent and the child's account of communication with their health workers. Children in an oncology clinic are likely to have serious illnesses, which has a great impact on the parent. Some of the children explained how they felt marginalised. The researchers were able to demonstrate that the reason behind the parental control of these consultations was a wish to protect the child and do their best for them. This would also be the reason why parents in Runeson et al's study helped staff conduct procedures on protesting children, such as venopuncture. 33 Tates et al demonstrated that a child is more likely to speak in a consultation if the doctor is supportive of the child's involvement. 25 The child is even more likely to be involved in consultations where both the adults are supportive towards them taking part. 25 However, if the adult interrupts the doctor and child speaking together and is not supportive of the doctor and child talking, the consultation is very likely to become a doctor-adult dyad, with the child being excluded. 18, 20, 24 It was found that doctors engaged more with the child the older they were, but parents did not make the same accommodation for the child's age. 21 Interestingly, two of the studies showed that when the children did speak more in the consultations, the consultations were not longer, rather the child took up the adult's discourse space.
31,36
Limitations of studies included in the review
A number of methodological limitations were identified in the studies found for this review.
Quantifying the consultation. To 'measure' the child's involvement in their medical encounters, quantitative researchers break the consultation into units and then code and count them. The difficulty with coding the sophisticated process of verbal and non-verbal communication between three people is that much of the complexity is lost. Silence and the use of nonverbal communication techniques can have an impact on a consultation.
Observational studies using audio recordings, which do not capture non-verbal communication, are limited in their capacity to comment fully on the communication during the consultation. Even studies using scales, which code for both verbal and non verbal interaction, are subject to inaccuracies as these rely on the coder's ability to reproduce the same standards from one consultation to the next. Some of the studies selected only consultations for inclusion if the child said something, which could give a misleadingly high child-contribution estimate.
The estimation of child involvement should therefore be interpreted with caution, but since all the studies show very limited child involvement in their paediatric consultation, it could be argued that any inaccuracies in measuring this phenomenon would not alter the overall picture.
Sample bias. Finding a sample that is generalisable can be a problem when conducting observational research on communication in paediatric consultations, as not all clinicians and patients are comfortable having consultations analysed. The doctors and patients taking part in these studies were aware that their performance was being assessed which could lead to a selection bias. This bias needs to be considered when interpreting the studies but is probably unavoidable. In research, all participants must give fully informed consent and so are likely to have an idea of the area of research, if not the exact research question. For example, doctors may make an unusual effort to talk to the children, which would increase the percentage of involvement that children are estimated to have in the consultations.
Setting bias.
Results from one study setting are not always transferable to another, especially if the settings are in different countries, cultures and healthcare systems.
DISCUSSION
Summary of the main findings
The available literature on children's communication in the consultation indicates that the child patient has little involvement in their consultations. They may have some input into the history and examination phases of the encounter, but much less involvement in the explanation and planning parts. Doctors are in a position to allocate turns in these consultations. If a doctor is talking with a child and a parent interrupts, the consultation is likely to revert to an adult-adult dyad. The adults dominate and control these consultations.
Limitations of the review
The studies included in this review are a very disparate collection in terms of research questions posed, results, and methodological rigour. This limits the ability to synthesise the results. However the wide diversity of these studies builds a broad picture of these consultations
Triadic consultation
The paediatric consultation is triadic. Three-way consultations are more complex for a doctor to conduct than when the consultation is a dyad. If a triadic consultation involves only adults, the relationship of the two parties visiting the doctor may not be immediately apparent and the doctor has to utilise their consultation skills to elucidate the situation, and is likely to talk directly with the patient. This is not the case in paediatric consultations, where a parent speaking for the child is the norm. 23, 25 The needs of the parent can take priority. This is illustrated in a US series of qualitative analyses of a doctor examining a child in the presence of the child's mother. The doctor deals sensitively with the needs of the parent while having to assess the child. The flow of the doctor's examination of the child is repeatedly interrupted to address the mother's worries, with the mother's anxieties taking precedence, over the child's issues. 27, 28 If a consultation was occurring for the parent's benefit, where the parent's agenda was being played out using the child's illness, the doctor would have a duty to the child to ensure he or she is being properly treated.
It has been suggested that some doctors elect to communicate with the parent, as it is only through the parent and/or carer that they can really treat an ill child.
11 For example, a child may not be able to get to the doctor's surgery without her parent, or be able to access medication. Concordance in a paediatric situation involves both the child patient and their parent. 6 Different levels of cognitive and emotional abilities will affect how much a child is involved in the communication process in their consultation, as will the topic under discussion. It can be presumed that not all children are going to want to talk directly with the doctor, and such a wish should be respected.
2
Training implications
Tates et al demonstrated that a parent normally acts for the child in these consultations. 23, 25 It was also found that doctors tended to accommodate for the child's age more than the parents did. 21, 23 As a result of these observations, the suggestion was made that the doctor could actively provide clarity to the child and adult of the desirability of child participation in an age appropriate way. Eminson et al developed a teaching package which involves a series of simulated triadic consultations, guiding the learner on how such consultations could take place based on the recommendation of Tates and colleagues. 22 Encounters with children make up a substantial part of general practice workload, yet the available literature on the involvement of children aged 6-12 years in their primary care consultation indicates that they play only a minor role in the communication process. The majority of dialogue occurs between the adult carer and the doctor.
